To assess attitudes about career progress, resources for career development, and commitment to academic medicine in physician faculty at an academic medical center who spend more than 50% of their time in clinical care.
lar age and years on faculty. Group 2 faculty were 50% more likely to report that tenure and promotion criteria were not reviewed at their annual progress report (P=.003) and that they did not understand the criteria (PϽ.001). Group 2 faculty valued excellence in patient care over scholarship and national visibility. Group 2 faculty reported greater dissatisfaction with academic medicine and less commitment to a career in academic medicine.
Conclusions: Physician faculty who spend more than 50% of their time in clinical care have less time, mentoring, and resources needed for development of an academic career. These obstacles plus differences in their attitudes about career success and recognition contribute to significant differences in promotion. These factors are associated with greater dissatisfaction with academic medicine and lower commitment to academic careers.
Arch Intern Med. 2000; 160:2625 -2629 I N THE PAST 2 decades, academic medical centers have hired more faculty whose major role is teaching and clinical care. 1 These faculty, often referred to as clinicianeducators, expand the referral base of the academic medical center; provide an important source of teaching for medical students, residents, and fellows; and generate clinical income to support the mission of the academic medical center. However, there is concern that academic medical centers have not adequately invested in the career development of these faculty and that the promotion and tenure criteria at many institutions do not equitably recognize or reward their contributions. [2] [3] [4] [5] [6] [7] [8] [9] [10] We were interested in understanding the attitudes of these physician faculty about their career development, academic progress, career success, and commitment to a career in academic medicine. We present the results of a survey at 2 affiliated academic medical centers.
RESULTS
Sixty-two percent (567/918) of the faculty responded to the questionnaire, and the respondents were representative of the general faculty by race, sex, academic rank, and part-time status. There were 310 respondents who were physicians and reported time spent in clinical care. Approximately 50% were in group 1 (Յ50% of time in clinical care) and 50% were in group 2 (Ͼ50% of time in clinical care) (Table) . Faculty in group 1 reported spending an average of 31% of their time in clinical care, whereas faculty in group 2 reported spending 72% of their time in clinical care. The average age and years on the faculty were similar for groups 1 and 2. However, faculty in group 2 were more likely to be women, more likely to be on the collateral (nontenure) track, and less likely to report that they planned to switch to the tenure track. Sixteen percent of the faculty in group 2 were full professors compared with 40% in group 1.
Faculty in group 2 reported that they had significantly less time for academic activities, were less likely to have a mentor, and were more likely to report slower career progress (Table) . Group 2 faculty with mentors were more likely to report that they met less frequently with their mentors and that they had inadequate resources to do their work, although this difference was not statistically significant (P = .08). Faculty in group 2 were more likely to report that yearly reviews did not include a discussion of their progress toward promotion and that they did not understand the promotion and tenure guidelines.
Faculty were asked to rate how they personally valued aspects of their career as a sign of their career success. Groups 1 and 2 highly valued teaching, but group 2 valued high-quality patient care and relationships with patients (Figure 1 ) more than research, publication, and aspects of an academic career that lead to national visibility (Figure 2 ). When asked from which groups the
MATERIALS AND METHODS

SURVEY
The survey was based on a survey developed at Johns Hopkins Medical School, Baltimore, Md, to assess career development experiences and future expectations of faculty. 10 Survey topics included demographic information, faculty status and track (tenure and nontenure), self-assessment of time for scholarly pursuits and rate of career progress, family responsibilities, availability and quality of mentoring, and questions regarding personal values about career success and recognition. The survey was pretested in a discussion group of 8 faculty and revised for clarity. It was mailed to all faculty at the Medical College of Virginia Campus, Virginia Commonwealth University (VCU) School of Medicine, Richmond, and the associated Veterans Affairs Medical Center by the VCU Survey Research Laboratory in the spring of 1997. Reminder cards were mailed to all faculty, and a second questionnaire was sent to nonrespondents 1 month later. The survey was coded to ensure confidentiality, and responses were sent to the VCU Survey Research Laboratory. The results of this survey for women faculty were reported previously. 11
STATISTICAL METHODS
The analysis was limited to questionnaires from faculty with an MD degree. Faculty were asked how much of their time they spent providing clinical care and were divided into 2 groups: group 1 included faculty who reported spending 50% or less of their time in clinical care and group 2 included faculty who reported spending greater than 50% of their time in clinical care. Descriptive statistics were used to characterize respondents by demographics. Wilcoxon rank sum and 2 tests were used to examine differences between groups. Multiple logistic regression was used to determine which factors were associated with high commitment to academic medicine. Logistic regression was also used to compare commitment to academic medicine adjusting for surgical and nonsurgical departments. Analyses were performed using statistical software (JMP, version 3.1.6, and Stat-View, version 5.0; SAS Institute Inc, Cary, NC). faculty most valued recognition of their work, faculty in group 2 responded that recognition by patients and residents was more important than national recognition (Figure 3 ). Faculty in group 2 were less likely to value promotion and tenure as indicators of their career success. Only 32% of faculty in group 2 reported that they were extremely committed to a career in academic medicine compared with 70% of faculty in group 1. These results are unchanged when analyzed for surgical and nonsurgical departments. In a multiple logistic regression analysis, factors associated with higher commitment to academic medicine included rank of professor (P = .04), having tenure (P = .006), spending less than 50% of their time in clinical care (PϽ.001), and male sex (P = .007). Compared with group 1, faculty in group 2 were less likely to report that they will stay in academic medicine in the next 10 years (66% and 53%, respectively) and were more likely to report that they will leave because of dissatisfaction with academic medicine (17% and 27%, respectively), limited possibilities for career advancement (34% and 48%, respectively), and lack of job security (15% and 29%, respectively).
Baseline Characteristics of Physician
COMMENT
In the past 2 decades there has been a significant change in the finances of academic medical centers. The cost of biomedical research has increased, and there is greater competition for funding. Reimbursement for clinical services has declined, leading to a significant decrease in clinical income. Total government support for academic medical centers has decreased, forcing academic medical centers to use income from faculty practice plans, which has increased 3-fold in 2 decades (from 10% in 1970 to 32% in 1992). 6, 12 To accomplish this, large numbers of faculty were hired primarily to provide clinical care and to teach.
Almost 75% of medical schools now have separate tracks for faculty whose primary responsibility is teaching and patient care. 4, [13] [14] [15] [16] [17] [18] Some schools have as many as 3 tracks for clinicians: clinician-researcher (clinician-scholar), clinician-educator, and dedicated clinician (with few teaching responsibilities). Levinson et al 2 further divide clinician-educators into 2 groups: those who spend no more than 50% of their time providing patient care and have an active role in developing curricula and organizing conferences, and those who spend 75% of their time caring for patients and the remainder supervising trainees in the clinical setting. Most institutions allow clinician-researchers to be on the tenure track, but less than 20% of academic medical centers allow clinician-educators and dedicated clinicians to be on the tenure track. 4, 17 At VCU, half of the responding physician faculty were spending an average of 72% of their time providing patient care. These faculty with significant clinical responsibilities (group 2) were more likely to be women, less likely to be professors, and less likely to be tenured or on the tenure track. Faculty in group 2 had an average of 4 hours per week for academic work-less than a third of that of physician faculty with fewer clinical responsibilities. Faculty in group 2 were more likely to report having inadequate resources to accomplish their work, less likely to report having a mentor, and more likely to report slower career progress. This slower career progress is supported by data about faculty rank. Group 2 faculty are less than half as likely to be at the rank of professor despite similar age and years on the faculty. Faculty with greater clinical responsibility highly value aspects of their career that have to do with the provision of excellent clinical care and teaching but are less likely to value scholarship and aspects of their career that lead to national visibility.
What is the reason for the difference in resources available for career development for clinician-educators? Academic medical centers have historically invested in the career development of physician scientists with protected time, mentoring, and research training. This is a necessary investment to ensure the career success that leads to the grant income that supports salaries and the medical school infrastructure. However, investment in the career development of clinical faculty members is not clearly linked to their clinical or economic productivity. Many of the faculty entering clinical tracks have inadequate time to develop skills necessary for scholarly work because of competing clinical demands. 7 In addition, most medical schools lack a career development structure for clinician-educators. Thus, clinical faculty spend increasing amounts of time providing patient care, and the time left for academic or scholarly activities is declining. 5, 18 Although yearly performance plans and progress reports are mandated at VCU, faculty with greater clinical responsibilities were more likely to report that promotion and tenure criteria were not discussed and that they did not to understand the criteria. Poorer understanding of the promotion and tenure criteria might be due to a number of factors. At VCU, the criteria are different for tenure and nontenure track faculty. Because department and division heads are more likely to have been promoted in the tenure track, they might not be familiar with the promotion and tenure criteria for clinician-educators. In addition, if clinical faculty think that the requirements for scholarship and national recognition make it less likely that they will be promoted, they might take less interest in promotion and tenure criteria. But, these data also raise the question of whether department and division chairs have a conflict of interest when counseling clinical faculty about their career progress. There is a financial incentive for them to encourage clinical productivity but little financial incentive to promote and invest in the career development of clinical faculty or their progress toward promotion. 5, 18 The slow progress of clinical faculty toward promotion to professor is also due to an emphasis on scholarship and national recognition in most promotion and tenure criteria. At most institutions, these criteria were formulated at a time when clinical service was a minor component of the mission of the academic medical center. 13, 15 The results of our survey demonstrate that faculty with greater clinical responsibilities place higher value on aspects of their career that have to do with the local service and less value on scholarship and national visibility. Recently, questions have been raised about whether it is appropriate to use national recognition and scholarship as indicators of the success or importance of local accomplishments. 10 However, 71% of academic medical centers require that clinician-educators do scholarly work for promotion. 17 Although excellence in research and the advancement of knowledge is the cornerstone of the academic medical center, new models of career development and recognition must be developed to stimulate innovation and improvements in the local teaching and clinical programs. 3, [19] [20] [21] [22] [23] [24] The most striking finding of this survey was the great disparity in the commitment of faculty to a career in academic medicine. Only a quarter of the faculty with significant clinical responsibilities reported a strong commitment to academic medicine compared with almost three quarters of those with less clinical responsibility. Despite the argument that tenure no longer guarantees job stability in academic medicine and is therefore "unimportant," 25 the factors most strongly associated with higher commitment to a career in academic medicine include having tenure, the rank of full professor, greater time for scholarly work, and fewer clinical responsibilities. Faculty with greater clinical responsibilities are less likely to be in any of these categories. Lower commitment to academic medicine might have a number of hidden costs, including higher faculty turnover and less commitment to innovation and improvements in clinical care programs and teaching.
There are limitations inherent in the design of this survey. The response rate was 62% and the respondents were representative of the general faculty in sex, age, and percentage of time spent in clinical care. However, we surveyed only faculty who made the decision to stay within the academic medical center and not those who left. This survey relies on physician reports and may be biased. This is a survey of 2 associated academic medical centers and may not reflect the attitudes of physician faculty at other institutions with differing (1) resources for career development, (2) promotion and tenure criteria, and (3) proportions of time spent in clinical care. Evans 6 argued:
. . . [A]ny system that relies disproportionately on the research intensive model of faculty development-whether covertly or overtly-will become less and less able to accommodate the realities of professional development in which the current and future faculty must exist. . . . Any academic faculty reward system based solely on the gold standard will become an impediment not a help.
The results of this survey suggest that academic medical centers are faced with 2 significant challenges: (1) how to invest in the career development of clinical faculty in a way that is fiscally responsible and will further its mission and (2) how to change institutional reward systems to better recognize and encourage the contributions of clinical faculty.
